which were formerly rare in this country, are now common, and analyses of ward admissions will often show a high proportion of children not really in need of hospital treatment. Thus we made such an analysis at St. Mary's Hospital before the institution of a home care project and found that about one-quarter of the children in hospital, during a review period, had been admitted for conditions which could have been managed at home if the general practitioners had possessed the facilities and ability required, and there were also children whose stay in hospital could have been shortened.
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Pxdiatric bed requirements must vary according to local conditions and it seems probable that certain Scandinavian cities have over-provided children's beds so that some hospitals have, for a period of years, found it difficult to keep pediatric beds in full activity and the proportion of relatively minor cases may then rise to well over 50 %.
Doctors and nurses devoting themselves to hospital work do not like to see many vacant beds. Moreover, in the case of our training schools for sick children's nurses, the requirements of the General Nursing Council demand that a certain level of occupied beds be maintained. Again, in the case of a teaching hospital, it is felt that sufficient "clinical material" must be provided for clerking and teaching: but even this apparent need to keep a sufficient number of beds occupied for the instruction of undergraduate students should not be allowed to influence the filling of beds.
Pediatricians were among the first to recognize the disadvantages to the patient of hospital care, believing that each admission should be justified by compelling medical or social indications. They also hold that child in-patients should not be treated in adult wards. The present revolution in medical practice is showing its effects in different ways and at different times from place to place. It is our major paediatric problem. Each poediatric physician should make himself fully aware of the local factors in his area and be ready to advise his hospital authorities of the ways in which their clinical objectives should be modified to meet the changing situation. Along with consideration of bed requirements and outpatient staffing there should be consultation with general practitioners, health authorities and members of the lay public.
The analysis made by Dr. D. Gairdner gives a picture of pxdiatrics in a city with a high standard of living and a high standard of family doctoring, surrounded by a fairly prosperous rural community with a close liaison between the pediatricians and the family doctors. The pattern in some of our cities is different. St. Mary's Hospital, Paddington, is surrounded by a densely populated and relatively poor area serviced by practitioners who work under conditions less favourable than in Cambridge. The hospital provision is fully adequate for paediatrics and for most of the year there is no shortage of beds. The Local Medical Committee of the County of London, the County Health Authority and the Board of Governors of the hospital have all shown themselves willing to support a pediatric home care scheme with the following objectives:
The primary aim is to enable the hospital p3ediatric staff to co-operate more closely with family doctors by giving them professional support and a ready service of modem diagnostic and therapeutic methods.
The second aim is the prevention of unnecessary use of hospital beds. A third and subsidiary aim is to cut the high cost of in-patient treatment by providing an alternative which affords, nevertheless, a standard of care as high as the hospital ward can provide. These objectives have been tackled by providing a home care pxdiatric team, based at St. Mary's Hospital, which is available to give support to family doctors in caring for children who would otherwise have been transferred to hospital. In addition to saving admissions and preventing unhappiness it has helped to establish excellent working relationships with many doctors. For the hospital there is a sparing of beds, which can be used for more suitable cases, and the character of the cases coming into the ward has changed. We have also found that hospital trained staff have gained valuable insight and experience from working closely with the doctors in the homes of patients. ) OF the common birthmarks, the vast majority fall into four main groups:
Surgical Problems in the Treatment of Birthmarks
(1) Strawberry marks or mixed hemangiomata, often with a deep element beneath the skin lesion. (2) Pigmented moles.
(3) Capillary hvmangiomata or port-wine stains. (4) Cavernous hmmangiomata, with the deep element predominating and the skin lesion often minimal.
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Each group presents its own special problem in treatment, and an attempt is made at the first interview to decide on a suitable plan. This plan is of particular importance for anxious parents, especially when a decision is taken against active treatment. A reasonably accurate prognosis can usually be made at the outset.
Where surgical intervention is necessary, the time factor should be taken into account, and there are three main age periods:
(a) Two years: As infants stand blood-loss badly, major surgical procedures should, if possible, be deferred until after this age. (b) School age: Birthmarks which may be a source of embarrassment and emotional disturbance, should generally be removed before this time. (c) Puberty: Malignant change is practically unknown in birthmarks before puberty, even under the influence of trauma. Surgical liberties may be taken which could not be countenanced after puberty. The problem of birthmarks being essentially a cosmetic one, the following general lines of treatment are considered:
(1) Strawberry marks or mixed hamangiomata.-This type presents initially as a uniformly red surface lesion, with a deep element whose development may be delayed. Most commonly the deep element is compact, and the lesion classically is first noticed two to three weeks after birth, grows steadily for six to nine months, and then begins to fade and shrink. Grey patches first appear, which spread and coalesce. Treatment is contra-indicated, or confined to removal of any fibrous remains about school age, if resolution is not complete by then. Less commonly the deep element is cavernous, and here the lesion is often present at birth, is prone to more rapid spread, and shows less tendency to spontaneous resolution. Sclerosing agents may be used to control the initial growth and to encourage fibrosis. Injections of concentrated saline (Matthews, 1953) , repeated if necessary, have proved safe and effective Excision should be postponed until after the age of 2 years.
(2) Pigmented moles.-Here the problem is entirely surgical, the lesions being almost invariably present at birth, and showing little tendency to change. Simple excision at any age suffices for small moles, but lesions of moderate size may be removed in stages by the method of serial excision. Sections are removed at intervals of six to twelve months, and the natural elasticity of the skin permits even quite large moles to be excised in this way, leaving only a linear scar.
When replacement by a skin graft is necessary, because of the size or situation of the lesion, a full-thickness (Wolfe) graft is preferred as giving the best chance of good colour and texture and showing little tendency to contract. Post-auricular skin can be relied on to give an excellent colour match on the face and eyelids. For extensive moles, the risks of poor colour match and texture inherent in thin split-skin grafts must be accepted. Hynes (1956) has described a method of removing large pigmented moles with a razor down to the deep layers of the dermis, and covering with a split-skin graft of similar thickness, thus avoiding tedious scalpel dissection and minimizing joining scars.
(3) Capillary hemangiomata or port-wine stains.-The treatment of these often presents the greatest difficulty. There is little tendency to spontaneous improvement, and often the skin is of normal texture, with only faint staining. Surgery is normally limited to the deeply coloured varieties, as a graft may be of poor texture and colour which is more disfiguring than the original lesion. Thermal agents or beta-radiation may be used to promote fading. Repeated painting with Thorium-X is safe and simple, but results are variable.
(4) Cavernous haemangiomata.-The depth and variety of these lesions, and their extensive vascular communications, make primary surgery difficult and often dangerous. Repeated hkmorrhage, or rapid extension to involve vital structures, may demand early intervention.
In general, however, every effort should be made to avoid operation in infancy. If injections of sclerosing fluids or the use of interstitial diathermy coagulation fail to arrest spread, treatment by radium or deep X-rays may be justifiable. The danger of producing late radiation changes is accepted in that final surgical repair may be more safely undertaken as a planned procedure rather than as an emergency. Great care must be taken near underlying cartilage, developing epiphyses, or breast tissue. Very good results have been reported by Brown and Fryer (1952) , using radon seeds, either alone or combined with later surgery, of only 1/1O mc. per c.c.
